High flow post traumatic CCF with reflux into the ophthalmic vein, the superficial sylvian vein (arrowhead) and the perimesencephalic veins via the superior petrosal sinus (arrowhead). racy to detach the balloon at the site of the fistula.
At present, most balloon detachments are done by traction of a a microcatheter over a valved balloon. This traction over a balloon against the traumatic hole of the carotid artery (CA) may be responsible for an enlargement of this hole or a retrograde migration of the balloon within the CA lumen.
The coaxial systems of microcatheters can avoid these problems but unfortunately their precision is not constant and there is currentlyno reliable coaxial system.
Another solution to avoid these complications is to use a non detachable balloon (NDB) which after inflation remains at its site as long as there is no traction over it. This technique entails leaving the microcatheter inside the arteriallumen and is seldom used nowadays.
To avoid all these disadvantages, during the detachment of the intracavernous balloon we use a second non detachable balloon which is inflated within the CA lumen in front of the detachable balloon (DB). The NDB avoids retrograde migration of the DB and enlargement of the traumatic hole during traction. Once the DB is detached the NDB is deflated and retrieved.
This "assisted support" to traction detachment allows us to use small armed microcatheters associated with valved detachable balloons. We consider this combination more reliable than other systems in this type of pathology. 
